INTRODUCTION
IN thinking about this Address, it occurred to me that it might be of interest to describe some of the changes which have taken place in obstetrics and gynaecology since the beginning of this century. The idea seemed incomplete without some reference to the sudden leap forward which occurred about 1880, and a short account of this period has been included.
In a recent Address to the Osler Club, Mr. Zachary Cope told us that in 800 B.C., medicine men in China were known as physicians, dieticians and surgeons. The mention of dieticians is interesting and the omission of any reference to midwives, striking. It may be that the midwife was so low in the social scale as to be unworthy of notice, but I suspect something else. I suspect that the wise men of the day, being to some extent aware of the mystery and difficulty inherent in midwifery, turned away from it as being something too dangerous for reputation. Sir Richard Croft found it so in the case of Princess Charlotte and I venture to say that even now there are patches of mystery and difficulty in midwifery, which hold a great threat to reputation. BREECH PRESENTATION When a breech presentation was recognized, a casual attempt was made to turn it. If the attempt failed nothing more was done, and often enough it corrected itself. Those that did not turn spontaneously went into labour and were often safely delivered.
The cervix was examined at the start of labour and when the membranes ruptured. If the cord prolapsed, it was replaced with varying success by one of the methods then in use.
We were beginning to learn something about bringing down legs when the breech was held up in the pelvis. We learned to wait until the cervix was big enough to let the hand through, or until it ceased to stretch, beyond allowing manipulation by two or three fingers. We also learned that it was dangerous to bring down a leg with the breech still in the pelvis, and it became the rule to dislodge the breech before withdrawing a leg. If it was possible to complete delivery at once, this was done, the arms being withdrawn by the accepted method and the head delivered by jaw and shoulder traction.
About this time, Sir Eardley Holland demonstrated tentorial tears in the after-coming head, and it became necessary to pay more attention to the breech during late pregnancy. Gradually it became recognized that the rules for delivering a breech were very much the same as for delivering the head.
Professor Leyland Robinson reduced these rules into a neat little phrase of three words: "Yes. No. Perhaps." "Yes", when either end is nicely in the cavity, preferably sitting on the levator ani.
"No", when the presenting end is above the brim and cannot be persuaded to enter the brim. "Perhaps", when the lower end is in the brim and can be persuaded to pass through into the cavity, but refusing to stay there rises up again as soon as pressure is removed. It is in "Perhaps" that one meets with most surprises. The fertus may tumble out with unexpected ease or become jammed in the cavity and cause a change of tactics. The change does not matter much provided the patient is not allowed to become unduly fatigued. My inclination is to avoid fatigue altogether by making a decision before labour begins. TURNING Sir Eardley Holland pointed out that persistent effort to turn an unwilling breech sometimes brought about separation of the placenta and free hsemorrhage; while Dr. John Prescott Hedley said that even without hlmorrhage, such attempts might be followed by the death of the foetus. More recently, Messrs. Peel and Clayton have reported a series of 200 versions with very little ill-effect to mother or child.
My own views about turning are still fluid. If the feetus turns easily, I turn it and am not surprised if it is again a breech in a few days. If the breech is well engaged no attempt to turn is made, and unless the child or the head gives the impression of being unduly large, nothing further is done.
FEB
With the increasing use of X-ray, it was found that extension of the legs was common in primipare; in fact so common that extension was for a while looked upon as proof of a first pregnancy.
In the course of time it was again noticed that the delivery of these cases was associated with an unexpected number of stillbirths, even in the absence of tentorial tear, and it became the practice to perform Casarean section for all breeches with extended legs in primipare. This practice continued only until it was recognized that the labour should not be interfered with until the breech appeared in the vulva. An episiotomy then allowed the breech to come through and made the delivery of the legs easy. Mr. Burns of Liverpool contributed to safe delivery by allowing the foetal body to hang from the vulva for a few minutes. This brought the nape of the neck under the pubic angle and delivery was easily completed by the Prague method. RIGID CERVIX I have never fully understood what was meant by this term. Did it mean that the cervix was, in fact, rigid and firm; or did it mean that in spite of strong pains in the absence of mechanical obstruction, the cervix failed to dilate? I have often seen the latter but have not recognized a firm hard cervix.
On the contrary, it has either been hanging loosely below the presenting part during a pain, or applied to the presenting part, its edge being thin and sharp, but again softening between pains.
Before the first war, De Ribes' bag was often used with success to dilate this type of cervix, but it was wise to complete delivery by forceps as soon as the bag was expelled, for the cervix had a habit of closing down again after expulsion of the bag. De Ribes' bag has passed away, and I doubt if it would be possible to obtain one in good condition to-day.
The late Dr. Joseph Willett, an obstetrician by choice and a head surgeon by force of war, became familiar with the skin clamps which we then used to control the bleeding from the large flaps of scalp, laid back in head operations. From placing forceps on scalp flaps, it was but a short step to attaching them to the foetal scalp, so Dr. Willett modified the hmemostatic forceps and produced Willett's forceps. It was his intention that they should be used for overcoming the rigid cervix. When the cervix was slow in dilating in spite of fair pains, Dr. Willett applied his forceps to the foetal scalp. By means of tape, a weight (1 to 2 lb.) was attached to the forceps and hung over the end of the bed. Dr. Willett reported some good results with the forceps but their use was not widely adopted. As time passed they began to be used for partial placenta previa and made a favourable impression until Professor F. J. Browne suggested that their use caused one of his cases to die of puerperal sepsis. After this the forceps fell into neglect and little has been heard of them since, but they can be seen among the unused equipment of the labour ward.
CENTRAL PLACENTA PRAIVIA For central placenta previa, the use of De Ribes' bag was still accepted as good practice. I was instructed to leave the blades protruding an inch beyond the bag, so that they could be more easily pushed through the placenta which covered the os. At best this manceuvre was not easy, but cutting through the placenta with long scissors removed some of the difficulty-and added to the bleeding. Once the bag was in position, bleeding was controlled and in due course a dead foetus was delivered from a nearly bloodless mother, whose condition was made still worse by post-partum bleeding. At this time blood transfusion was in its infancy, and not available for emergency use.
Caesarean section now began timidly to edge its way in as treatment for central placenta previa. It was frowned upon as a revolutionary step by men of long experience and unshakable conviction, and I well remember a revered senior asserting with great emotion that Casarean section had no place in the treatment of placenta previa. About twenty years later, Professor Munro Kerr stated that Cxsarean section was the treatment of choice in all, except the slightest, cases of placenta prTvia. CAESAREAN SECTION I first saw this dramatic operation in 1908. A notice was displayed in the Main Hall that a Caesarean section would be performed at 2 p.m. All those free to attend were invited, and the Theatre was packed with Housemen, Sisters, Nurses, and Students of all grades. One could see nothing until the great moment arrived, when the yelling child was held aloft after being speedily ripped from its mother's belly. A murmur of relief ran round the crowded Theatre. Since that time, I have on occasions, wished that a Corsarean baby would yell as this one did.
At this period, silk was used to suture the uterus, and the discharging abdominal sinus began to make its appearance. Sooner or later silk sutures would be discharged, but the sinus refused to heal until the uterus was removed.
Silkworm gut sutures replaced silk and all seemed well until an occasional suture made its way into the bladder, or in some strange way turned round and the knots protruded into the uterine cavity, to be accompanied by excessive bleeding and subsequent hysterectomy. Chromic catgut sutures then superseded silkworm gut, and finally No. 2 Kalmerid forty-day gut appeared to stabilize the position, as soon as the method of stitching was changed from interrupted circular sutures to transverse mattress sutures, the uterine peritoneum being closed by continuous catgut.
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Section of Obstetrics and Gyncecology sa During all this time, the incision ifl the uterus was creeping lower, while the para-umbilical incision became mid-line lower abdominal, with its highest point an inch or more below the umbilicus. Then quite suddenly the lower vertical incision became transverse in the lower segment and the operation technique appeared to be permanently established. So far as I know this position has been maintained apart from a rare exception here and there, among a few surgeons who adhere to the lower vertical incision.
ABNORMAL BEHAVIOUR OF THE UTERUS DURING LABOUR Dr. Willett was well aware of this and invented his forceps to overcome the condition, but hdid not appear to recognize contraction ring which was observed by Russell Andrews, Drummond Maxwell, Clifford White and others, and later described by Sir William Gilliatt in his classical monograph on the subject. Sir William told us that the ring need not be confined to the lower segment. It might occur at any level of the uterus, as suggested by Andrews.
I have recently had the opportunity of seeing such a ring in the middle of the upper segment, a little above the level of the umbilicus. It could be seen as a bilateral indentation when looking at the patient from the front, and as a depression-near the umbilicus when looking at the patient from the side. A young woman of 25, having her first baby, had been in labour for forty-six hours. She had run the usual course: Primary inertia, secondary inertia, followed by twenty-two hours of uterine colic, unrelieved by sedatives. When I saw her she was exhausted, grey in colour and difficult to control. The uterus failed to completely relax between pains, and the ring was still seen as described.
The cervix was nearly half dilated and hanging down below the head at the height of contraction. It appeared that Cesarean section offered the only solution and the ring could still be seen when the abdomen was opened. After removal of the child, when the uterus was firmly contracted and retracted, a sulcus about an inch in width was found joining the uterine ends of the round ligaments. The muscle in the sulcus was less than half the thickness of that above and below. 
GYNECOLOGY
A young man coming into gynmcology, now well established as a surgical entity, would find it difficult to believe that its recognition is comparatively recent. In some Teaching Hospitals gynzecology was a separate department in the early part of this century, but those who practised it still bore the title of physician. These physicians practised in Midwifery and Diseases of Women; which have since become Obstetrics and Gynecology. In a few instances their operating was restricted to the vaginal approach, while the general surgeon retained such work as required an abdominal incision.
Turning a little further back to the latter part of the nineteenth century, it appears that in England there was a sudden leap forward in abdominal surgery during the few years on either side of 1880.
This great advance is associated with the name of Lawson Tait, a man of penetrating intellect, of tremendous driving energy, insatiable curiosity and mule-like obstinacy. The time was one of intense j L. I IA 10 competition, self-advertisement and criticism of others, and Tait was a champion in all these activities. He never failed to seize an opportunity of self-glorification or of damning the work of others. He launched a full-scale attach on Listerism, and declared that his own methods of simple cleanliness gave better results, because, unlike antiseptics, cleanliness did not destroy the tissues. The battle was long and fierce, till it was eventually fought and won by the fusion of both methods into supercleanliness or aseptic surgery. Tait had failed or refused to recognize that Listerism was only another way of trying to be clean.
The gossip of the time had it that Lawson Tait was the natural son of Sir James Y. Simpson. When this was mentioned to Tait, he smiled comfortably and remarked on the likeness between Sir James and himself. To ride happily over the taint of bastardy was merely another arrow to his bow.
Howard Kelly described Tait as: "That great pioneer in our art", and William Mayo spoke of him as: "The father of abdominal surgery." It would appear that Tait's reputation was greatly increased when he began to use boiled thread for tying the ovarian pedicle and then returning the tied stump into the abdomen.
The delay in using a thread ligature in the abdomen is not easy to understand, for it is recorded that string was used to tie the umbilical cord in 800 B.C. (Susruta).
In England the ligature was introduced by Wiseman (1566-1625), and was eagerly adopted after Harvey discovered the circulation of the blood in 1619.
McDowell used a ligature in his first operation of ovariotomy, in December 1809, and brought the ends out through the lower end of the abdominal incision. (The weight of the tumour was 221 lb., Mrs. Cranford survived the operation and lived for another thirty-one years, to the age of 78.)
Attempts at ovariotomy in England met with a very high mortality and the operation was widely condemned. Tait performed his first successful ovariotomy in 1872, and was denounced as a liar. After years of dispute his statement was accepted.
Meanwhile, Sir Spencer Wells, at the Samaritan hospital, had removed many cysts; with a steady mortality of 25 %. He used a clamp on the pedicle and left the clamp protruding from the abdomen.
Tait's mortality was even worse, until he began to use thread as a ligature and returned the stump to the abdomen. Eventually he performed a series of 139 consecutive ovariotomies without a death, a truly remarkable result at that time.
Not only did Lawson Tait place ovariotomy on a firm basis, he is also recognized as being the first man in England to operate upon a haematosalpinx, at a time when the very existence of disease of the tubes was denied. He evacuated what looked like menstrual fluid, inserted a drainage tube for three weeks and the patient recovered. Again he was criticized, opposed and disbelieved.
In 1883, Tait operated upon his first ectopic pregnancy, in which the tube had recently ruptured. No counter-claims were put forward for operation on recent rupture; Tait's report was accepted and at last he had the field to himself.
Climbing higher in the abdomen, Tait performed his first successful cholecystotomy for gall-stones in 1879, and this was accepted as the first successful cholecystotomy in England.
Lawson Tait was now accepted as the abdominal surgeon of his day; he was a Scot who adopted Birmingham as his home, and by so doing placed this city in the front rank of surgery. The Tait tradition was inherited by Beckwith Whitehouse and is now in the safe hands of Dame Hilda Lloyd.
SPASMODIC DYSMENORRHCEA
As far as I know the treatment of this condition has always been uncertain, unsatisfactory, and often a disappointment to patient and doctor. The name means to me, suprapubic pain at the beginning of the period, in a young woman, who possesses the perfect virginal uterus, and nothing abnormal in the pelvis.
In 1913, I was taught the treatment introduced by Mackintosh of Edinburgh in 1842, the only difference being the insertion of a laminaria tent the night before operation. The next day the cervix was dilated to 10 or 12 Hegar dilator and two days later the patient was discharged.
My own difficulty has always been that of deciding how much pain was due to uterine spasm, how much to neurosis and bad training, and how much to pretence in trying to avoid unwelcome activity.
Professor Blair Bell introduced the operation of cutting the anterior'portion of the internal os, because of an excess of fibrous tissue in this region, and this was successful in some cases.
In the belief that spasmodic dysmenorrheea was the only disease cured by labour, a miniature labour was introduced at the Samaritan Hospital. The cervix was dilated to 10 Hegar, and packed with tents for forty-eight hours, when they were withdrawn under anasthetic. This method produced some cures and about as many failures.
Then the operation of sympathectomy appeared, and a series of cases were operated upon by Mr. Malcolm Donaldson, who reported that 60 to 70% of the patients were relieved of their pain, but added that it was difficult to understand why 30% obtained no benefit. I suspect that in some cases the sphincter at the internal os behaves in a manner similar to the pylorus in hypertrophic stenosis.
In a few cases, dilatation of the internal os has been followed by repeated small incision of the internal sphincter, until No. 12 Hegar passes in and out without expulsive effort. So When I first saw this operation in London it consisted of a total hysterectomy with appendages, as much vagina as would allow the application of the clamp, and as much of the paravesical connective tissue as was necessary to remove the ureters from the ureteric canal. If a gland was seen or felt, it was removed.
The next operation I saw was described as Mr. Bonney's method. The vagina was removed for an inch below the growth, the uterosacral ligament was divided close to the sacrum, and the cardinal ligaments were cut close to the internal iliac artery.
In 1920, radium appeared in London, and was immediately used for carcinoma of the cervix, and surprisingly good results were obtained without operation. At this time, a most respected senior announced from the platform that, in future, all pelvic growths would be treated by radiation and that operation would rapidly cease. Great was the dismay of the young men on hearing that their livelihood would disappear almost overnight. But gradually there was a drift back to surgery with or without the previous use of radium.
In 1931, Mr. Goodwin began his block dissection operation with removal of the whole or most of the vagina. In this operation the dissection begins at the periphery; the iliac and obturator glands being removed in one piece wfth the uterus, vagina and pelvit connective tissue.
On analogy with carcinoma of the breast, this method should be the operation of choice. No one would now think of removing the breast and glands in separate portions.
Mr. Goodwin's mortality is so nearly 1 %, that it would be fair to call it such. In Stage I, the fiveyear survival rate without recurrence is nearly 75 %, and in Stage IT, about 50%. I offer Mr. Goodwin my personal congratulations on the excellent results of his surgical enterprise.
Six years ago, Brunschwig introduced exenteration of the pelvis for advanced carcinoma of the cervix, which is not adherent to the pelvic walls. In addition to the genital canal, the bladder is removed and sometimes the rectum as well. The ureters are implanted into the colon. The immediate mortality is high and there is often early recurrence of growth. In the combined operation for carcinoma of the rectum, the early mortality was also high, and early recurrence was common. In spite of this, the combined operation is now well established. THE USE OF RUBBER GLOVES Rubber gloves, now a vital part of our aseptic technique, were first used in 1906 in Leeds by Lord Moynihan. He obtained them from the Middle Rubber Company, Ohio, and they began to reach London, in 1909 . [November 28, 1952 The Amplification and Recording of Fetal Heart Sounds [Abridged] By ALISTAIR L. GUNN, B.Sc., M.D., F.R.C.S.Ed., F.R.C.O.G. and MICHAEL C. WOOD, M.A., M.D., D.M.R. Maternity D2pattment, Lewisham Hospital, Londgn WHEN we had made our machine for demonstrating the foetal heart sounds in various ways, we examined the literature and found that no one has published a description of any machine in this country although various forms of apparatus have been made abroad.
The stethoscope was brought into use for midwifery by doctors very soon after its introduction by Laennec in 1819. Previously there had been only two accounts of anyone listening to the foetal heart, and these were not written by the people who had listened. The earliest of all is from France. Round about 1650 a group of physicians in Niort spent some years wrangling about the functions of the feetus. One of them, Phillipe Le Goust, in a poem written in the local dialect, makes fun of his colleague Marsac for claiming to hear the heart of the fcetus "beating like the clapper of a mill".
We can reasonably look upon this as the first written evidence of auscultation of the fcetal heart. If he did indeed hear the heart his discovery was sterile because he did not apply it to diagnosis and prognosis. The next account, over one hundred and fifty years later, concerns Franrois-Isaac Mayor of Geneva who is generally given the credit of being the first to listen to the heart of the foetus, and his fame rests on a single footnote. There was published in Geneva a monthly abstract or Readers' Digest called"Bibliotheque universelle des Sciences et des Arts, &c.", and in 1818 the November number records a meeting of L'Acadenie Royale des Seances in Paris when a report was read on the Treatise of Dr. Lenuce on auscultation. This Dr. Lenuce was almost certainly Dr. Laennec. It described how a committee had verified the author's findings and had also heard the beatings of the heart, the adult heart of course. To this there is an editorial footnote, doubtless inspired by local pride:
